I am not certain how far we can get in discussing intractable pain because volumes have been written about this subject and it is still very much with us. It may concern neurosurgeons more than most people because sooner or later someone, the patient or his doctor, says that pain is a factor of nerves, and its relief should simply be a matter of cutting the right nerve or group of nerves. Unhappily, it is rarely as simple as that, and it must be admitted that cutting for pain is by no means always successful.
Intractable pain means different things to different people. For the general surgeon it is most commonly the pain of malignant disease which has advanced beyond the scope of surgery and radiation therapy. But this is short-term intractability because the disease process will in time provide the answer. To the patient and his relatives, however, it may not appear such a short term because pain makes the day seem very long, and if there are weeks or months of it to endure, it is very difficult for the doctor to stand by and do nothing. My own experience of this group relates chiefly to cases of pelvic cancer, of the rectum, uterus and bladder, which have been dealt with by adequate operations and radiation therapy but eventually present with local pain and more commonly pain down the leg bespeaking involvement of the sacral plexus. There may be only pain, or there may be degrees of paralysis and sensory loss which add to the physical disability. For these there are two well-tried procedures which are often helpful: the first is the injection of alcohol or phenol into the theca, floating it around the relevant nerve roots. In some cases pain can be relieved with little objective sensory loss or motor weakness, but in others there may be considerable sensory and motor deficits. If the pain is relieved, this is a price worth paying, and very few patients will object. In our experience, intrathecal injections have been of most help in patients with unilateral referred pain in the leg: if the pain is bilateral, and especially if it is 'central' from involvement of the sacral bone, it is usually not the answer. Bilateral injections can be done and may ease the leg pain but leave a residuum of sacral pain. Moreover, the effect of the injection may wear off, in days or weeks, and for these reasons we employ it chiefly in patients whose expectancy is limited to weeks rather than months.
The second procedure is antero-lateral cordotomy. This entails a limited laminectomy, and we prefer a light general anesthetic, although some surgeons use local anmsthesia. The object is to divide the spinothalamic tract in the cord, as this certainly transmits many painful and thermal stimuli, although it does not mediate all such impulses. It is useful in very much the kind of case I have already described, i.e. of leg pain bespeaking involvement of major nerve trunks. We have found it of little use for middle-line or visceral pain, and indeed it is sometimes the case that these latter pains are only apparent after operation when the leg pain has ceased. This is a phenomenon well known to surgeons who have had such experience of cordotomy, i.e. that the relief of one pain may allow another one to obtrude itself, the new pain having been submerged as it were by a more severe one. Thus, I always ask specifically before operation if there is any contralateral pain of any kind or degree, and the patient usually denies it. Even so, it is not uncommon on the day after the operation for them to say that the original pain has gone but there is now a little pain on the other side, and this soon builds up to the original level. Bilateral cordotomy is entirely feasible but there is a considerable risk of disturbing sphincter control if both sides are done at the same session or within a few days. This risk is a good deal less if two or three months are allowed to elapse between the two operations.
There are, of course, other procedures for the relief of pain in malignant disease. Hypophysectomy may be almost miraculous in stopping the pain of bony metastases in some cases of breast cancer. And posterior rhizotomy will stop the I pain due to invasion of the brachial plexus by an apical carcinoma of the lung: but if the vertebral column is involved, the pain from this will persist after the rhizotomy. Rhizotomy in any case is a mutilating operation: the sensory denervation renders the limb practically useless, and we have done this operation only in cases where the disease process has already largely invalidated the limb. It is usually a last desperate measure and, in my experience, patients have not survived this operation for verv long.
In the type of intractable pain that I have been discu-ssing, we at least know where we are, i.e. what pathological process is responsible for it. There is another type which is much more baffling because we cannot identify the disease process. An example of this type is trigeminal neuralgia; anyone who has seen a paroxysm of this affliction cannot doubt its genuineness or severity, yet in the vast majority of cases we are quite unable to say why it occurs. Fortunately we have the empirical knowledge that the pain can be relieved by various kinds of denervation: injection of peripheral branches of the trigeminal nerve or of the gasserian ganglion, division of the sensory root, or as a temporary measure, even manipulation of the root.
There is a third group which is more difficult than either of the others. These are the patients whose trouble starts with some illness, accident or operation from which they recover but are left with a pain. Examples of these are post-herpetic neuralgia, painful amputation stumps, causalgia, painful scars and the like. So far as we can tell, the disease process has finished, and the patient will go on living for many years. It is usually impossible to say why the original affection should have taken this turn, i.e. why some but not all patients with herpes zoster develop postherpetic neuralgia, why only some have painful amputation stumps, and the like. Although the pain in this group is different in every patient, there are some general characteristics: the patient often describes it in extravagant terms (agonizing, searing, &c.), but he often looks quite well and can even smile when describing his pain. In many cases, he can get his mind off it if he is doing something of sufficient interest to distract his attention from it, and he admits that it is made worse by anxiety and other emotional stresses. Ordinary analgesic drugs usually have no effect at all, and every unsuccessful therapeutic effort tends to aggravate the pain: these are the patients who report that each kind of treatment has made them worse. There must be very few doctors fortunate enough not to have one or two people like this in their practice. My own feeling about this group is that there is a good deal of psychology in it. I think that many of these people start out with an abnormal sensory experience, often not pain but, for instance, numbness, and this in time becomes translated as pain. A clear demonstration of this mechanism is seen as an occasional sequel of denervation for trigeminal neuralgia. If the sensory root is divided wholly or in part, there will be numbness in the appropriate part of the face. The majority of patients do not complain about this, but there is a proportion (from 50% to 15% in different series) who will come back full of gratitude for the relief of their spasmodic neuralgic pain, but complaining of the numbness. On their first report, this is often just unpleasant, and some of them can be reassured, and encouraged to accept it. Others find that it gets worse, and they ultimately come up complaining of a continuous drawing pain which they aver is worse than their original trigeminal pain. This is anaesthesia dolorosa, and it can be most distressing for all concerned. This complication is less frequent in our material than in some of the published series because we always do at least one alcohol injection before dividing the root. If the patient complains of the numbness after the injection, he can be assured that it will wear off in time, although the trigeminal neuralgia will also recur, and he can then make up his owvn mind which is preferable. The injection also has the virtue of introducing the patient to numbness gradually, rather than letting him wake un from an anasthetic after a rhizotomy and suddenly find his face numb.
I take this as evidence that there are some people who react to abnormality, usually a sensory one, in this way. The longer it persists, the more important a factor it becomes in their lives, until finally it may be the biggest thing. In some it becomes an obsession, and very frequently depression is a factor too. Indeed, I have seen many patients in whom I thought that intractable pain was simply a feature of a depressive illness. You will thus not be surprised when I say that I have frequently sought the help of my psychiatric colleagues in an effort to help these people, but more often than not their investigations reveal no psychological basis for the pain. Some patients will ask for a trial of hypnosis, but I have not known this form of therapy to succeed. And sooner or later someone suggests leucotomy, but my limited experience of this is that the leucotomy has to be extensive enough to impair a good deal of personality and intellect if it is to enable the patient to bear his pain more equably.
Have we anything more to offer? In recent years there has been a considerable development of 'Pain Clinics'. I was somewhat suspicious of these at first, but Dr Ritchie Russell and his associates in Oxford have been conducting one for several years now, and I have been impressed, not Section ofSurgery only by their courage in tackling this problem but also by some of their results. The first requisite for the success of this kind of clinic is that it be conducted by good doctors, for one can imagine that all kinds of pains are presented to them, some of which will be due to organic disease not previously detected. Intractable back pain may ultimately be found to be due to a spinal tumour, for instance. These clinics do not rely on any single procedure: they inject, thump, vibrate, and give other forms of physical treatment, but I suppose most importantly, they give the patient the feeling that someone is really interested in him and is actively trying to help him. And I am sure that Dr Russell would not mind my saying that much of his success could be ascribed to this form of psychotherapy, the provision of a sort of emotional crutch for the patient. I suspect that physicians are mostly better at this than surgeons: we are apt to be impatient, and our feelings may be ruffled if a person who has had a successful operation, indeed a life-saving one, comes back to complain of pain for which we can find no cause.
Most of what I have been saying could have been said twenty-five or thirty years ago. Are there any new developments? I think there are. The production of small lesions in the thalamus by stereotactic methods holds some promise and a good deal of work in this direction is going on in several centres. The functions of the thalamus are by no means fully understood, but we do know that it is a great sensory nucleus, and that it is also the terminus of some fibre tracts from all over the brain, some of which are interrupted in the ordinary pre-frontal leucotomy operation. The thalamus may thus prove to have something to offer in two directions: i.e. in the relief of pain and in making the patient better able to bear it. I hope that by the time this Section returns to a discussion of intractable pain, there may be some progress to report.
Dr John W Dundee (Department ofAnasthetics, Queen's University, Belfast)
It might be claimed that the aneesthetist's part in the management of intractable pain stems from his interest and experience of nerve blocks, but with the advent of muscle relaxants and the partial eclipse of regional by general anesthesia, this no longer applies. However, he should have a working knowledge of the most useful blocks and detailed knowledge of the currently available analgesics, anti-emetics, and other drugs which are useful in this field. Anmsthetists should play a part in staffing the pain clinics which are held in some centres, and this contribution is based on experience at such a clinic, first in Liverpool Royal Infirmary, and more recently in Belfast. Patients are usually not completely bedridden, but facilities for in-patient treatment are available. It must be stressed that only symptomatic means of pain relief are carried out, and patients are referred only from other hospital departments. The variety of blocks which can be carried out, and their indications have been described by Bonica (1953) and other writers. Four points of practical importance have emerged from the management of these cases:
(1) Many patients receive benefit from an inijection of local anaesthetic alone which outlasts the expected duration of the agent used. This often helps the morale of a patient for whom there is no effective long-term treatment. One should not hesitate to do a block with procaine, lignocaine or another local anvsthetic on the grounds that it cannot be made permanent by using a neurolytic agent.
(2) Long-term relief may be obtained on occasions by infiltration of an area of referred pain with local anesthetic, or simply by spraying the skin with ethyl chloride. An interspinous infiltration can often relieve the pain from neoplasm of the bronchus.
(3) Trouble can follow the injudicious use of the 'oily' anesthetics such as Proctocaine or Oily Nupercaine. These owe their action to benzyl alcohol rather than a 'depot' of local anasthetic slowly released from the oil. The 10% benzyl alcohol in the Oily Nupercaine is more effective than the 5 % solution in the Proctocaine, but neither solution should be injected into the subcutaneous tissues.
(4) The relief of one pain by nerve block may bring another one into prominence, and this can assume such severity as to distract from the beneficial effects of the injection. If the 'new' pain is in the proximity of the site of injection, this may even be blamed for its onset.
